STATE OF GEORGIA
COUNTY OF FULTON
CITY OF SOUTH FULTON

RESOLUTION NO. 2017-016

A RESOLUTION APPROVING CERTAIN CONTRACTS FOR
EMPLOYEE BENEFITS

WHEREAS, the City of South Fulton (“City”) is a municipal corporation duly
organized and existing under the laws of the State of Georgia;

WHEREAS, through a duly enacted resolution, the City empowered the City
Manager to negotiate for certain employee benefits;

WHEREAS, the City Manager has negotiated for certain employee benefits as
authorized in the prior resolution;

WHEREAS, the City is authorized to employ persons to assist with City
functions;

WHEREAS, to hire the best and brightest workforce for the City of South
Fulton, the City should provide competitive benefits to City employees;

WHEREAS, the City Manager has negotiated for the contracts that are
substantially similar to those offered by Fulton County, and the City finds the contracts
to be in the best interests of City residents;

BE IT HEREBY RESOLVED by the Mayor and City Council that:

1. The aforesaid recitals are not mere recitals, but are material portions of this
Resolution;

2. The Mayor is authorized to enter into the following contracts, which have
been negotiated by the City Manager:

a. Aetna Life Insurance and AD&D Insurance Plan (Exhibit 1);

b. Kaiser Permanente Health Maintenance Organization Plan option
(Exhibit 2); and

c. Blue Cross Blue Shield Open Access POS option (Exhibit 3); and

d. EyeMed Vision Care option (Exhibit 4).



The foregoing Resolution No. 2017-016 was offered by Councilmember Willis, who
moved its approval. The motion was seconded by Councilmember Baker, and being
put to a vote, the result was as follows:

AYE NAY

William “Bill” Edwards, Mayor

Catherine Foster Rowell, Mayor Pro Tem

Carmalitha Lizandra Gumbs

Helen Zenobia Willis

Gertrude Naeema Gilyard

Rosie Jackson

khalid kamau

SRS AR R

Mark Baker




THIS RESOLUTION adopted this ‘ 3 w\ day of Mfzow. CITY OF

SOUTH FULTON, GEORGIA

N s

WILLIAM “BILL” EDWARDS, MAY:

ATTEST:
&
RK MASSEY, CITY CLERK #) ", 4
..hGE ?{é\P‘ 4’:
APPROVED AS TO FORM:
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H BEI.,INFANTE, INTERIM CITY ATTORNEY
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aetna”

Applicant

Employer Application

Policy or Group Number
{for Aetna use only)

Company Name: Cily of Soulh Fulton

Slreet Address: 5440 Fullon Indusirial Boulevard

City: Allapla

State: GA Zip Code: 30336

Federal Tax ID Number; 82-137484

Parent Company name {if applicable}

The purpase of the application is to request:

P T

issuance of new coverage

change in existing coverage

extension of exisling coverage to additional groups of
employees

B

Medical Coverage Selection: Provided or administered by Aetna Life Insurance Company, Aetna Heatth of California Inc.,
Azina Health of the Carolinas Inc., Aetna Health Inc., and/or Aetna Health Insurance Company.

If offering a health plan with a deduclible, is the employer, plan
Yes*

[:lNo

*If yes, how much?

sponasor or a third party funding any of the deductible?

L1 [

Non-Contributory ]

For For For
Type of Coverage
Employees Dependents  Retirees ¥p g
Coniributory ™ (| | Medical

Stand-Alone Aetna Vision Preferred Coverage Selection:
Campany.

Provided or administered by Astha Life lnsurance

For
Retlrees

For For
Employees Dependents

Type of Coverage

Contribuiory 1] 3
Non-Contributory [ —

1
[

Aetna Vision Preferred

Stand-Alone Dental Coverage Selection:

Provided or administered by Aetna Health Inc., Aatna Dental Inc., Aetna
Dental of California Inc., and/or Aetna Life Insurance Company.

For
Retirees

For For
Employees Dependents

Type of Coverage

Contributory 1
Non-Centributery [__] 1 |

Dental Coverage

Life & Disability: Provided or Administered by Aetna Life

Insurance Company

For
Retiress

For For
Employees Dependents

Type of Coverage

Contributory [x] [x] ™ Basic Term Life Insurance
Non-Contributory [___] [ 1 Dependents’ Maximum subject to state law
Contributory x] =d ™ Supplemental Term Life Insurance
Non-Gontributory [~ ] ™ . Dependents’ Maximum subject to state law
Cantributary [x] 3 Not Accidental Death & Personal Loss Coverage
Non-Gontributory [ ™M Available
Contributo Not

Ty - L] i Supplemental Accidentat Death & Personal Loss Coverage
Non-Contributory [__] 1 Avaiiable
Contributory  [_] Mot Not Long Term Disability
Non-Contributory [ x ] Avaiiable  Avaiiable
Contributory [} Not Not Short Term Disabilty
Non-Contributory [} Avalable Available

[

Non-Contributory [_|

Conlributary

00

(.
L]

Other:

GR-23-8
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General enrollment and eligibility section
Requested effective date: 112017 (Actual effective dale will be assigned by Aetna if the
application is accepted and a policy issued.)

Applicant will utiize electrenic enrcliment (check one): [[x] ves " InNo

This appkcation includes the following member emgloyers,
{Any entry in confiict with applicable law cannot be included): Additional sheets may be added if necessary,
Located At

Located At

Located At

All regular fuli-lime employees and all reguiar part-time employees regularly scheduled to work at feast 20 hours or more
per week shall be eligible to participate as to the coverage hereby applied for, except the following {staie here, by
coverage, the class or classes exciuded.) If more space is needed, please attach an additionat sheet.

Agent(s) of
Record: NIA
Name: N/A Signature: License #:

General Agen{
Name; Signature: License #

Applicant Acknowledgements and Agreements

The Applkcant agrees that al no time shall any employee be permitied or required to conlriblte Tor non-contributery
coverage; or, unfess the change is approved in writing by an authorized represenialive of Aetna, to make contributions for
contributory coverage at a rate higher than the inilfal contribulion rate applicable fer the employee's then current coverage.
With the exceplion of Arizona (refer to group applicant paragraph below), il is agreed that no coverage shall become
effective as to any person who is nol then a bona fide, full-time employee, regularly performing the duties of his or her
occupation (subject to applicable HIPAA requirements for health coverage), unless ctherwise specifically agreed to by
Aetna and provided in the plan documents (which consist of the Group Pelicy and/or Group Agreement). All statements
hereir shall be deemed representations and not warranties.

The Applicant acknowledges that it has selected the coverage specified herein based upon written informaticn provided by
Aetna and that no broker, agent or consultant is authorized to modify the terms of the offer or to agree to changes. All
material terms of coverage are set forih in the plan decuments. Appicant agrees to make payrol and other records
direcily related io employee's coverage under the Group FPolicy andfor Group Agreement available to Aetra for inspection,
at Aelna's expense, at Applicant's office, during regular business hours, upon reascnable advance request.  This
provision shall survive termination of the Group Policy andfor Group Agreement.

Applicant has selected, in accordance with applicable state law, the coverage to be offered to Applicant’s employees and
Applicant has solely determined any/all coverage options for the Applicant’s employees and the contribution amounts.

1he plan documents will determine the contractual prowsions, Including procedures, exclusions and Iimitations relating to
the coverage and will govern in the event they conflict with any beaefits cemparison, summary or other descripion of the
coverage. {Does not apply to Applicants in llincis, Kansas and Missouri). Oklahoma Group Applicants: Any direct conflict
between this form and the plan documents will be resolved according to the terms which are most favorable to the
member and are in compliance with Oklahoma law. See bslow for applicable provisions.

Appllcant Acknowledgements and Agreements {Continued)
[ VUAh the excephion of Aena KX Home Delvery, all Parhcipanng providers and vendors are Inaependem contiaciors ang. |
are neither agents nor employeas of Aetna. Aelna Rx Home Delivery, LLG, is 2 subsidiary of Aetna Inc, The avadabilily of
any particular provider cannot be guaranieed, and provider nefwork composilion is subject to change, Notice of the
change shall be provided in accordance with applicable state law, Aetna does not provide heallh or dentat care services
and, therefore, cannot guarantee any results or outcome, Some benefits are subject to limitations or maximums,

In accordance with current IRS regulations and the 1886 Tax Reform Act, a life insurance position schedule may be
deemed discriminatory and result in imputed income tax to certain employees and possibly an excise ax to employers.
Employers should consult with legal counsel prior to glecting a position schedule. Aetna disclaims any responsibility if the
employer elects such a position schedule and # is later deemed discriminatory.

Applicant agrees lo deliver or otherwise make available to enroliees all Aetna paper or on-line member documnents aad
other plan refated materials upon request by Aetna.

All data that may have a bearing on coverage or premiums will be open for Aetna o inspect while the Group Agreement
andfor Group Policy is in force. The availability of a plan or program may vary by gecgraphic service area.

“"Aetna" is the brand name used feor products and services provided by one or mere of the Aetna group of subsidiary

companies.
ARIZONA GROUP APPLICANTS: Eligibility requirements for active employees will be determined by the

employer as stated in the Terms and Charges of the proposal. The information, as well as other personal and
privileged information, subsequentiy collected by the insurance institution or agent may, in certain
clrcumstances, be disclosed to third parties without authorization. A right of access and correction exists with
respact to all personal information collected. Further disclosures required by Arizona faw will be furnished to
the policyhoider upon request. Perscenal information may be collected from persons other than the individual or
Individuals proposed for coverage.

KANSAS, ILLINOIS & MESSOURI GROUP APPLICANTS: The Group Agreement andfor Group Policy will
determine the contractual provisions, including procedures, exclusions and limitations relfating to the plan and
will govern in the event they conflict with any benefits comparison, surnmary or other description of the form.
Any direct conflict between this form and the Group Agreement and/or Group Palicy will be resolved according
to the terms which are most favorable to the member.

GR-23-8 NBOQ7 Master Application



Dental Benefits Summary

City of South Fulton
Effective Date: 07-01-2017

bmo
Annual Deductible
Individual None
Family None
Preventive Services 100%
Basic Services 100%
Major Services 60%
Annual Benefit Maximum None
Office Visit Copay $0
Orthodontic Services (Adult and Child) $1,500 copay
Orthodontic Deductible None
Orthodontic Lifetime Maximum i
*** 24 months of comprehensive orthodontic treatment plus 24 months of retention
Partial List of Services DMO
Preventive
Oral examinations (a) 100%
Cleanings (a) Adult/Child 100%
Fluoride (a) 100%
Sealants (permanent molars only) (a) 100%
Bitewing Images (a) 100%
Full mouth series Images (a) 100%
Space Maintainers 100%
Basic
Root canal therapy
Anterior teeth / Bicuspid teeth 100%
Scaling and root planing (a) 100%
Gingivectomy* 100%
Amalgam (silver) fillings 100%
Composite fillings (anterior teeth only) 100%
Stainless steel crowns 100%
Incision and drainage of abscess* 100%
Uncomplicated extractions 100%
Surgical removal of erupted tooth* 100%
Surgical removal of impacted tooth (soft tissue)* 100%
Major
Inlays 60%
Onlays 60%
Crowns 60%
Full & partial dentures 60%
Pontics 60%
Root canal therapy, molar teeth 60%
Osseous surgery (a)* 60%
Surgical removal of impacted tooth (partial bony/ full bony)* 60%
General anesthesialintravenous sedation* 60%
Denture repairs 60%
Crown Lengthening 60%
60%

Crown Build-Ups

*Certain services may be covered under the Medical Plan. Contact Member Services for more details.
(a) Frequency and/or age limitations may apply to these services. These limits are described in the booklet/certificate.

)O J«?LE‘MMX
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City of South Futlon

i.’_]\.‘ f.-;_:_l'-): |l] : E\W .
Ve g \ | ' ] l Pa | Effective Date: 07-01-2017
o D Dental Benefits Summary
Active PPO
With PPOIl Network
Participating Non-participating
Annual Deductible*
Individual $50 $50
Family $150 $150
Preventive Services 100% 100%
Basic Services 85% 85%
Major Services 50% 50%
Annual Benefit Maximum $1,500 $1,500
Office Visit Copay N/A N/A
Orthodontic Services (Adult and Child) 50% 50%
Orthodontic Deductible $50 $50
Orthodontic Lifetime Maximum $1,500 $1,500
*The deductible applies to: Basic & Major services only
Partial List of Services Active PPO
With PPOII Network
Preventive Participating Non-participating
Oral examinations (a) 100% 100%
Cleanings (a) Adult/Child 100% 100%
Fluoride (a) 100% 100%
Sealants (permanent molars only) (a) 100% 100%
Bitewing Images (a) 100% 100%
Full mouth series Images (a) 100% 100%
Space Maintainers 100% 100%
Basic
Root canal therapy
Anterior teeth / Bicuspid teeth 85% 85%
Scaling and root planing (a) 85% 85%
Gingivectomy* 85% 85%
Amalgam (silver) fillings 85% 85%
Composite fillings (anterior teeth only) 85% 85%
Stainless steel crowns 85% 85%
Incision and drainage of abscess* 85% 85%
Uncomplicated extractions 85% 85%
Surgical removal of erupted tooth* 85% 85%
Surgical removal of impacted tooth (soft tissue)* 85% 85%
Major
Inlays 50% 50%
Onlays 50% 50%
Crowns 50% 50%
Crown lengthening 50% 50%
Full & partial dentures 50% 50%
Pontics 50% 50%
Root canal therapy, molar teeth 50% 50%
Osseous surgery (a)* 50% 50%
Surgical removal of impacted tooth (partial bony/ full bony)* 50% 50%
General anesthesialintravenous sedation* 50% 50%
Denture repairs 50% 50%
Crown Build-Ups 50% 50%

*Certain services may be covered under the Medical Plan. Contact Member Services for more details.

(a) Frequency and/or age limitations may apply to these services. These limits are described in the booklet/certificate.

-
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City Of South Fulton

Financial Exhibits and Assumptions

Dental Dual Option Rate Exhibit - DMO/DPPO
July 1, 2017 through June 30 2018, Mature

Total Enrollment from Census: 410
Dual Option
Fully-Insured pmo”
Plan Design 100/100/60
Office Visit Copay S0
Plan Maximum None
Plan Deductible None
Orthodontia Plan Design Adult/Child $1500 Copay
Orthodontia Deductible None
Orthodontia Maximum None
Tier Lives Rates
Employee 56 $14.82
Employee + Dependent 31 $34.49
Family 56 $54.16
Total 143 $4,932.07
Fully-Insured DPPO
In-Network Out of Network
Plan Design 100/85/50 100/85/50
Plan Maximum $1,500 $1,500
Individual Deductible $50 $50
Family Deductible $150 $150
Prev. Services Deductible None None
Orthodontia Plan Design 50% Adult/ Child 50% Adult/Child
Orthodontia Deductible $50 $50
Orthodontia Maximum $1,500 51,500
* Osseous Surgery, Impactions, General Anesthesia & MRCT included under Basic
l_E- Lives Rates
Employee 106 $29.42
Employee + Dependent 57 $66.78
Family 104 $104.14
Total 267 $17,755.54

Assumptions:

* 80th percentile R&C for out-of-network coverage for the DPPO plans.

* Aetna will be offered as full replacement. p
* Commissions are excluded in the above rates.

i AA ](we

- legislation or regulation is enacted that affect the benefits payable, eligibility or contractual provisions;

Additional Comments:
* Rates may be adjusted if:

- there is any other material change in the condition under which the plan operates.

The Patient Protection and Affordable Care Act imposes a Health Insurer Fee ( the “Fee”). The Fee became effective on January 1,
2014. The Fee will be suspended for 2017, but reinstated starting in 2018. This rate quote includes, where permitted, the estimated
proportionate allocation of the Fee for the years where the Fee is applicable.

Please refer to the Financial Information section for a detailed description of our rate guarantee and the assumptions used by Aetna
in developing our financial offer.

April 2017

aetna Pagal



Important Information

Any person who knowingly and with intent to injure, defraud or deceive any insurance company or other person files an
application for insurance or statement of claim containing any materially false information or conceals, for the purpose of
misleading, information concerning any fact material thereto commits a fraudulent insurance act, which is a crime and
subjects such person to criminal and civil penalties.

ARIZONA HMO APPLICANTS: | understand that if it is determined that | have committed an act or practice that
constitutes fraud or made an intentional misrepresentation of material fact, my company's group health coverage
may be terminated or my company may be charged a different premium for this coverage.

COLORADO GROUP APPLICANTS: Please see the Colorado Disclosures attachment.

CALIFORNIA, OHIO & PENNSYLVANIA CONTRACT SITUS: Any person who knowingly and with intent to defraud

any insurance company or other person files an application for insurance or statement of claim containing any

materially false information, or conceals for the purpose of misleading information concerning any fact material

thereto, commits a fraudulent insurance act, which is a crime and subjects such person to criminal and civil
enalties.

EIAINE & TENNESSEE CONTRACT SITUS: Itis a crime to knowingly provide false, incomplete or misleading

information to an insurance company for the purpose of defrauding the company. Penalties may include

imprisonment, fines or a denial of insurance benefits.

OHIO HMO APPLICANTS: Any Group may cancel a signed agreement within seventy-two hours after having
signed the agreement to enroll under this plan. Cancellation occurs when written notice of the cancellation is
given to the HMO or its agents or other representatives. A notice of cancellation mailed to the HMO shall be
considered to have been filed on its postmark date.

KENTUCKY CONTRACT SITUS: Any person who knowingly and with intent to defraud any insurance company
or other person files an application for insurance or statement of claim containing any materially false
information or conceals, for the purpose of misleading, information concerning any fact material thereto

rammite a frandulant inenranca art whirh ic a frima and mau enhiart ciinh narean ta Ariminal and ~ivil

Important Information (Continued)

CALIFORNIA NOTICE: California law prohibits an HIV test from being required or used by health
insurance companies as a condition of obtaining health insurance coverage.

CALIFORNIA HMO APPLICANTS: Any dispute arising from or related to the Group Agreement will be determined
by submission to binding arbitration, and not by a lawsuit or resort to court process except as California law
provides for judicial review of arbitration proceedings. The agreement to arbitrate includes, but is not limited to,
disputes involving alleged professional liability or medical malpractice, that is, whether any medical services
covered by the Group Agreement were unnecessary or were unauthorized or were improperly, negligently or
incompetently rendered. This agreement also limits certain remedies and may limit the award of punitive
damages. See Sections "Binding Arbitration" and "Limitations on Remedies" of the Evidence of Coverage for
further Information.

The undersigned representative of the Employer understands that the Employer and any Groups eligible through
the Employer, if different from the Employer, and any Members who enroll under this health plan are giving up
their constitutional right to have any such dispute decided in a court of law before a jury, and instead are
accepting the use of binding arbitration. This means that the Employer, Groups, Members and other interested
parties will not be able to try their case in court. The undersigned representative of the Employer further
understands and accepts that the Employer, Groups and Members are giving up certain remedies and that there
may be certain limitations to the recovery of punitive damages.

Signature Section

| hereby apply for the coverage(s) indicated above. *| certify that all information provided in this application is accurate
and complete. *NEW HAMPSHIRE APPLICANTS, | represent that all information provided in this application is accurate
and complete. | understand that this application will form a part of the Group Agreement and/or Group Policy issued by
Aetna and by my signature below | agree to be bound by the terms and conditions of that Group Agreement and/or Group
Policy. | understand that Aetna may choose not to accept this application at its sole discretion, subject to any state

requirements, -
ot Genge 4, ir
Signed at (location): / (,, rty (7 QS‘?“//‘[ /‘:4//'5

City\ State Aﬁpric@/(Company Name)

By: ) : \ cu.«ﬁ SN o R

1 " Official Title

Dy 20/ 20(7

Date

bt

Your premium purchases insurance coverage from Aetna, as well as the services of any Aetna-appointed licensed
independent agent or broker identified in the Application For Group Coverage. Aetna has various programs for
compensating producers (agents, brokers and consultants). If you would like information regarding compensation
programs for which your producer is eligible, payments (if any) which Aetna has made to your producer, or other

material relationships your producer may have with Aetna, you may contact your producer or your Aetna account

representative. Information regarding Aetna's programs for compensaling producers is also available at www.aetna.com.
We appreciate your business and the opportunity to serve you.

Please keep a copy of this application for your records. If the application is accepted by Aetna it becomes part of the
issued Group Agreement and/or Group Policy.

GR-23-8 NBO0O7 Master Applicalion



aetna

Electronic Enrollment, Billing/Payment and Access Agreement

The purpose of this Agreement is to direct Aetna to accept your electronic enrollment data and
payment transactions and to outline online billing and access requirements via certain electronic
interfaces that Aetna makes available to customers.

Aetna strives to provide the highest level of accuracy in the information provided in its system;
however, information in the system is not guaranteed.

Access

Plan sponsor agrees that each employee will agree to terms associated with the issuance and use
of his/her password and system access. An individual’s password may be used only by that
individual to access the system and may not be shared for any reason. Each individual is
personally responsible for the information entered into the system. If an individual to whom a
password has been issued becomes aware of a security breach (an incident in which there occurs
attempted or unauthorized access, use, disclosure, modification, or destruction of information or
interface with system operations), they agree to contact Aetna.

Enrollment
As part of your participation date, the following terms and conditions apply:

1. You agree to keep copies (paper or electronic) of actual enrollment forms and agree to
maintain a reasonably complete record of enrollment and eligibility information (via
electronic, interactive voice response technology and/or hard copy format), including
evidence of coverage elections, evidence of eligibility, changes to such elections and
terminations. Records must be available to Aetna upon request and retained for seven
years.

2. For electronic enrollment submissions or changes you agree to create and maintain the
records on secure information systems that can generate hard copy records of enrollments
or changes entered or maintained on those information systems. Any hard copy records
generated pursuant to this provision shall meet reasonable standards of availability,
authenticity, non-repudiation and integrity.

3. You represent that all enrollment and eligibility information presented to Aetna is
accurate and timely updated. You acknowledge that Aetna can and will rely on such
enrollment and eligibility information in determining whether an individual is eligible for
benefits under the plan. In the event of a discrepancy between enrollee information
(including salary data) submitted and information actually presented by the enrollee on
any particular claim for benefits, and the result is that Aetna must pay a higher benefit to
reflect the actual information presented by the enrollee, you agree to pay promptly to
Aetna applicable back premiums accruing as of the date on which the enrollee’s
information changed.



4. Insured plans must either (1) use Aetna-supplied forms in paper format or electronic
format or (2) agree to incorporate the following four points into your enrollment
materials.

- Names(s) of the Aetna company offering the insurance coverage

- State-specific fraud warning statement

- A statement that the terms of the insurance documents will govern the member’s
rights and responsibilities

- An acknowledgment that participating providers are not agents or employees of
Aetna and that network composition can change

NOTE: Please see insured template language attached.

5. You are responsible for adhering to both state and federal laws and regulations when
submitting terminations to Aetna.

6. If otherwise permitted, when retro-terminations are submitted, we will regard the
submission as verification that no premium/contribution was paid by the
member/dependent for that period.

Billing
You agree to receive your bill online each month.

Any contractual provisions related to non-payment of premium continue to be applicable.

I/we understand and agree to the terms set forth in this Agreement. By signing below, I represent
that [ am aut}%ed to sign this Agreement.

A (bei,)a,_..«/S @7‘6/ 6L Sowrr Fielzon

Customer Signature Compaﬁy Nérhe

Welli e Cdurds Mape —Os a0 2007
Name (Printed), Title g / Date




Template Language for Insured Enrollment Material

I. T understand that coveraage is being provided by the following companies:
Traditional Choice®, Open Choice® and Managed Choice®: Aetna Life Insurance
Company
Life, Accidental Death & Personal Loss, Disability: Aetna Life Insurance Company
HMO, QPOS®: Aetna Health Inc., Aetna Health of California Inc., Aetna Health of the
Carolinas Inc., Aetna Health of Illinois Inc., Corporate Health Insurance Company
Dental: Aetna Life Insurance Company, Aetna Health Inc., Aetna Dental Inc., Aetna
Dental of California Inc,

2. The plan documents (Schedule of Benefits, Group Agreement, Group Policy and Certificate of
Coverage) will determine my rights and responsibilities and will govern even if they conflict
with any benefits comparisons, summary or other description of the plan.

3. I understand and agree that with the exception of Aetna Rx Home Delivery®, all participating
providers and vendors are independent contractors and are neither agents nor employees of
Aetna. The availability of any particular product cannot be guaranteed, and provider network
composition is subject to change.

NOTICE: Any person who knowingly and with intent to injure, defraud or deceive any insurance
company or other person files an application for insurance or statement of claim containing any
materially false information or who conceals for the purpose of misleading, information
concerning any fact material thereto commits a fraudulent insurance act, which is a crime and
subjects such person to criminal and civil penalties.
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For groups with 51 or more eligible employees

Kaiser Permanente Insurance Company {KPIC)

Kaiser Foundation Health Plan of Georgia, Inc.
Nine Piedmant Center

3495 Piedmont Road, NE

Adanta, Georgia 30305-1736

-]
wise

KAISER PERMANENTE.

© 2015 Xazer Foundabon Heatth Plan of Goamge, 'ne

"o
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The information requested on this application is necessary for purposes of processing your request for group coverage, and
verifying the approprateness of final rates. Please Nota: Statements made in application form are deemed representations and
are not warranties.

Empleyer Legal Name HR Contact Name Date Prepared
ity of South Folten Annuilla Henderwn D358/ 2017
DBA (if appficable)
Addrass Phone Fax
5610 Fubtom Inddustnal Blvd HM-G12-TRIN HH 612 2220
City State 2P E-Mail Address
Atlanta Ga Wiin anguiilebeedes ot atyormiiiniong gov

Address of Organization’s Headquartors
3410 Fulton Tndustnat Blvd

City State apP
Atlanta GA 30330

SIC Cade and Nature of Business or Industry #of Locations  |Tax|d # Coverage Effactive Date
91y 1 K2 LATUIRI3 annrE T 5'7; I,r‘[_ t

~
Ase ali of the Kaiser Permanente subscribers in your group If you do not have a federal EIN/TIN, are you a fareignomgd—l—_? :v,\
associated with the same EIN/TIN? (9 Yes [ No organization? {1 Yes [1No N &
Total Numbar of Eligible Employees - Eligibla Full-Time (_"__ hrs per week) Annua! Renewal Date -
{including those waiving coverage) - Employees [ Other 01T - i afz
Excluded from Eligibility () Retirees [0 Others -._____I : 7__a
Is there 3 single address where all Coordination of Benefits issues and questions should be directed? [ Yes Kl No k'l\

4

If yes, please provide that address (if different from address of headquarters address).
Addrass Phone Fax
City Stata zP

Type of Organization {check all that apply): Ll State govemment [ Publicly waded coporation L1 Church group {1 Other
Local govemment {3 Privately held corporation  [J Nan-profis

Is your organization a Taft-Hartley, Hours Bank, or multi-employar organization? [ ves & No

Type of Group Plan Sponsor (check one}: K] Employer [0 Labor organization [ Trustees af a fund established by ane of move
employers or labor organizations

| Group Size - Total Number of Full andfor Part-time Emplayees {check one): Please select the largest appficable category. In makmg
your selection, consider your organization/company’s total rumber of employees world-wide, regardless of location ar eligibility for health
care coverage.

7} 2099 full and/or part-time employees far 20 or more weeks of aither the curent or the prior calendar year
%1 100 cr mere full andfor part-time emplayees for. 50 percent or mare of your cegular business days dusng the prior calerdar year




R e e T

Billing Information

Billing Contact - i " . | ] Same A;IGroup Contact

|

1 — - - m— e —_ — - —— o
il Address Phane {Fax |
I ) — — - = : B
' City  State e |E-Mail Addrass |
L_. o . i | ) | ) |

Impartant Notice: The employer is responsible for determining on a manthly basis whether an individual satisfies the definition of
eligible employee, 55 stated on the Employer Group Master Application. To be eligible, an employee must work for this employer
or be on paid leave through this employer for the minimum number of full-time hours stated on this application.

Plan Selecﬁc-n

For additional benefit selection information, refer 1o the attached plan summaries, Please review the summaies for all plans purchased and

make your selections in the chart below.

Businoss Offering: Plan Type Check Box: ; KPMP:

| ] Sole Carvier | O Signature HMO ) Out-of-Asea PPO L Basic

| B Slice | { HMO [} HSA-Qualified Deductible Plan [JJ Comprehensive
(] Single Option i OO Muhi-Choice L1 Deductible Plan With HRA i £J Standard

| O Dual Option O Senior Advantage® ' [ Serior Advantage |
0 Triple Option | * Certain Minimum Benefits Apply. i

Is this coverage replacing other insurance coverage? [l Yes Bl No  1f so, name of carrier being replaced:

HMO plans fincluding Deductible Plans), Senior Advantage, and the Select Provider benefit level of the Multi-Chaice plans are provided by Kaiser
Foundation Health Plan of Geergia, Inc. (Health Plan). The PPO Provider and Non-participating Provider benefit levels of the Multi-Choice plans
and Out-of-Asea PPO plans are undanwritten by Kaiser Permanente Insurance Company (KPIC).

Consumar Choice Option (CCO) Enrollment
Have any of your employees opted for the CCO option? (I Yes K] o

Ifyes, additional premium colflected by: [ Employes deduction from employee paycheck {1 Kaiser Permanente bills the employee

Administrative
—

gr'Annua! Enroliment Period | Positive Enroliment C Yes | Ongoing Enrollment Mathod |
| From To | lelectien required) N No | 5] Paper Agplication !
Actount Structure We can set up separate bill graups when you require premiumto be L Yes L Tape o i
allocated and reconciled by division or department. Do you require separate bill groups? [ No | [ CAS (Please fill out application) ‘J

i Bill Group Name i City of South Fulton

! Bill Group Name i
'LBiII Group Name i

[ Choose Your Accumulation type: {3 Calendar Year (Cusiomary; January | -Decemoer 1) LT Plan Year

if Plan Year, select the start month of accurmutation:  [] o O 0 a 0 0 I o o o
FEB  MAR APR MAY JUN JUL AJG SEP OCT NOV DEC }




m Ll el [y e e ]

To the best of your knowledge, have any employees ar depen

O ves BINo ¥ yes, provide details befow,

=

dents of employees been diagnosed or reated during the past 24 months
for a senious health problem such as Acquired Immucadeficiency Syndrome (AIDS); Human immunodeficiency Virus (HIV) Positive Status;
Alzheimer's Disease; Cancer; Diabetes; Heart Disease; Hemaphilia; Liver Disease: Kidney Disease; Mental lliness; er Substance Abuse?

Patient Sex | 'héiatiunship Claim MM/YY of Condition Degree of Recovery
Age To Employes Amount Treatmant
1 { nter mateon peevaonaly provided as not changel
2 | | -
3 L |
3. J |

Has anyone within the past 12 months been hosgitalized, institutionalized, or missed viork due to disability or injury?

D Yes BINo (Fyes, provide details belov.

Claim
Amount

- Pationt | Sex

I Age To Employes

T MMIYY of
Trastment

Condition |

Degma- of Recovary 1

[ [ ' Relationship
|
1

minpmation peevionsdy provided has net changed

Menthiy Premium Contributions

Wirite the Kaiser Permanente plan type {i.e., HMO, Mulsi- Plan Type:
Choice, etc} in the top row, and the percentage contributions e % % % % o
for that plan type in the rows below it. :
Employee Only Wl i
Employee + Child | |
_ Employ_ee + Spouse . ._“: i
'Employee + One oo ) |
|Employee + Children | i |
| Family | L L ]
Additionat Carvier | Plan Type: _'} - | ]
If another carrier is offered ‘along with Kaiser ?emantz_r:le, [ T Rate | % Rato | % | Rate | %
please complete the following. (If more than ane additicnal :
carrigr, attach another sheet) Employee Only
BCIS (PUS & 1S A Employee + Chid i ]
Carrier Nama I Employee + Spouse I
Planig Offred: ~ [Inmo  Oero  Epos — oopoeetOe | -
Funding Amangement: [J Fully Insured (3 Self-Funded Emp (IESGC I cren ! ; ! !
[Family L | -

Write the plan type fi.e., HMO, Multi-Choice, etc} in the i0p
raw, and the rates and percentage contributions for that glan
type in the rows below it.




Emplayer ackrovJedges that this plan constitutes an emplayee welfare benefit plan and agrees, as “sconsar”, 10 fully comply with the
applicsble prowsons and requirements of the Employee Retrrement Income Security Act of 1974 (ERISA}. Employer designates Health Plan and/
or KPIC, 35 applcable, as the named fiduciary ‘or claims and appeals ansing under the Group Agreement andfor Group Policy, as applicable,
Meither Health Plan nor KPIC is the administratcr of employers emoloyee benefit plan as that term is dafined ynder ERISA,

This prawsicn anly applies ta an employer who spenscrs an employes welfate beneiit plan cavered by ERISA, and where Health Plan’s andfor
KPIC’s group kealth coverage s a cemgenent of that employee welfare benefit plan

Graup represents and wamants that Group complies with eligibility requirements, pursuant to applicabla fecaral and state law, directly and
indirectly refated 10 the group heaith plan including but not limited to those penaining to waiting pericds and arientation periods.

n additon, Group agrees that enroliment data provided by the Group to Health Plan will include coverage effective dates for Group's
emplayees and dependents in accerdance with all group Fealth plan eligibidity requirements including but not mited 1o those associated with
waiting gertods and anentat:an periods.

| undersiand and agree, on behalf of the employer, that the statements in this application are true and completa 1o the best of my knovdedge
ard belief. | understand and agree that this Application and my answers (a) will become part of any Group Agreement which may ultimately be
issued By Health Plan; ) will become pant of any Group Palicy which may ultimately be issued by KPIC; and {c} are made to induce Health Plan
and/or KPIC, as applicable, to ssue the group coveragels) as applied for,

Any intenticnal material misstatement or omissicn of information made on this application will be considerad a misrepresentation and may be

the basss of later terminaticn or rescissian of coverage issued cn the basis of the submitted infosmation, without iability to Health Plan, KPIC,

and The Southeast Permanente Medical Group, Inc.

Signed this 18th dayof _May City, Atlanta State O
Faanke S. Wlaz CFO

By (Signature cf Authorized Cémipany Officer] Title

Premium deposit callected: $

Broker Designation: | hereby designate __ as the broker of record,

{Broker Name)

Signature of Authorized Company Officer

Date

" Broker information

[T (Please check box if this is to replace address currently on Rle)

Writing Broker's Name

Street Address

Asea Code = fele-pﬁb_ne Number

Fax

M%Mdr—ess_'_ PP

Gty T Tsme P

Social Security Mumber or Tax LD, Number

Broker's E-mail Address

Broker's License: State © License Number

Broker's Statement:

To the bes? of my knowledge and belief, all medical history, employ-
ment. and other informaticn supplied in this group application is
tue and complete. | acknowledge that | represent and am acting

on behalf of my client and not for or as an employee of Kaiser
Foundation Health Plan, Inc. or KPIC. | have explained the benefits
and fimitations of coverage and advised my client not to terminate
any existing coverage uniil receiving written notice that the coverage
being applied for under the new program has been appraved. |
unclerstand that | have no right te bind this caverage, or to alter terms
of the insurance carcerning incamplete or additicnal underwriting
infermaticn.

By (Writing Broker’s Signature)

Date Month/Day/Year
e
I

General Agent Stamp_ )




Yhe praposed rates that accempany this document are not final until you sign your Group Agreement and/or Group Palicy, as applicable
verifying the terms of your agreement with us, including the conditions of offermg and any changes for the contract year, or until you
pay any porticn of the Monthly Membership Charges for the contract year. These propased rates are based on the terms and cenditions
isted below unless explicitly staied othenwse in the Rate Preposal. If yeu fail te meet any of the Urdenwriting Requitements and
Assumptions at any time, we may withdraw our rate preposal, re-rate or terminate yeur Group Agreement andfor Group Palicy

9 The rates are valid for 2 12-month perad following the effective date unless explicitly stated otherise or if either of the following
events accur:

3 A government agency ar other taxing autharity imposes or increases a tax or other charge fexcluding a tax on or measured
by net income) ugon Health Plan, Medical Group or its physictans, or Kaiser Faundation Hospitals {ar any of our activities).

& There s 3 cost associated in complying with newly enacted legisfation. Then beginning an the effeciive date of that tax,
charge, or legislation, we may calculate your rates to include your share of the new or increased tax or charge or cost of

legsslative compliarce.
1 Minimum Cantnbution, Participation, and other Group Requirements:
a The greatar of five or § percent of the active, eligible employee subscribers must be enrolled in our plan if we are offered
alongside another carner.
3 Atleast 75 parcent of all eligible employees must enroll in the group health plans offered by the employer.
3 All eligible employees must work at least 20 hours per week.
o Contributions must be at least 3¢ percent of the employee-only rate.

u There must be a bona fide employer/employee relationship between the employee and all eligible employees offered
our plan with the exception of eligible Taft-Hartley trusts and partnerships,

u 100 percent of your eligible employees must be covered by Worker's Compensation, unless not reguired by law to
be covered.

A The contracting employer must offer enrollment in this plan to employees on conditions that are no less favarable than thase for
any other plan that the employer makes available. A few examples include, but are not limited to, the fallowing;

= Employer must offer our plan to all efigible employees.
@ We must have equal access to you and your employees as all other plans offered.

2 The employer must not have a discriminatory contribution arrangement that is unfair to us, For example, an acceptable
formula includes ona in which you apply a uniform equal dolfar employsr contribution, or an equal percentage cantribution,

8 Basic and optional benelits, such as prescription drugs and infertility, must be comparable among all plans offered.
2 When domestic partner coverage is provided, it must be provided on the same basis for all plans.

2 The rate ratios of the plans offered must be aligned. The rate steps (and their definitions) of the plans offered must be
uniform.

1 If early retirees are covered, the employer must offer all plans to early retirees on the same basis.
The sligibility rules (e.g., dependent age limits and waiting penods for new hires) must be consistent across all plans.

2 The employer will not allow any preferential trealment to be given to ancther plan offered.

The canraciing employer must also meet all other group-specific responsibilities and requirements described in your Group Agreement,
Group Policy, Evidence of Coverage, and/or Certificate of Insurance, as applicable,

R (o
\2«;@ ¢ Vi

~Interim City Manager

05/ 182007

Title Date:

Yuthorizad Company Officeq)  ~
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Employer Enrollment Application
For 51+ Eligible Employee Groups
Georgia

BlueCross BlueShield

of Georgia

BlueCross BlueShield

Healthcare Plan of Georgia

Greater Georgia Life

fnsurance Company

The purpose of this form is for Blue Cross and Blue Shield of Georgia, Inc. (BCBSGa), Blue Cross Blue Shield Healthcare Plan of Georgia (BCBSHP}
and Greater Georgia Life (GGL) to evaluate rating for the campany’s request for group insurance coverage. Please answer all questions.

This form must be signed and dated by an officer of the company,

Please camplete electronically, or in blue or back ink only.

Group ng.
G A9 472

Section A: Company Information

Rut h Jone s

New eargllment  [1Renewal/Plan amendment peneityeet Ffecte dte (HM/DD/ YY)
(¥]Calendar  [10ther: 07012017

Company name Employer tax 1 no. (required)
City o f Sout h Fulton §2 - 137 4284
Company street address
54 40 Fuitton I ndustrial Boulevar.d
Gity Gounty State | ZIPcode
Al l.anta Fultoen GA30336
Billing addrass ~ If different from abova
City County State [ZIP code
Organization type: [ Corgoration  (1Partnership  [Propristorship ] Government unit/agency [ Limited Liability Company (£LC) SC cade

("1 Labor union trust  {9ther 9 111
Group admiristrator name Primary phang no.

6 177 5682994

Emaif address

ruyuth . jones@cityofsouth f ultonga.goyv

Additional sompany contast name Primary phone no.

Email address

Gurrant group carsler Burrent carsier effective date | Type of coverage Typea of funding
BCBSGA g 1:0 1 2 0 1 7|Medical ASO

If enrolling employees from a subsidiary, complete the following:

Name of subsidiary Naturz of business

Strast address City State  ZIP coda

Life and Disability swaducts are underwritten by Grealer Beargiz Life Insurance Sompany (GGL) using the lrade name Anthem Life. Biue £ross and Bhue Shield af Geargia, Ine., Biue Cross Bluz Shizid Healtheare Plan af Geargla, lnc.
ard Greater Geargia Life Insurance Company are indeperdenl Riegnsees of (e Biue Cross and Blue Shield Association. The Blug Cross and e Shiekd aames and symbols are ragistereg marks of the Blue Gross and Blue Shield Assaclation.

ABGISTALENEGA Rev. 11416

1of§



Group no.
G A . 9.4 7.2

Section B: Type nf_cduerage_ FEA

1. Medical Coverage — Please fist the selected product name

Product name
1 2. 3.

POSPI

Product name

L NS OAP5 500 10 2k A 2.NS HSAOAPSE 2.6k 20

Produet same
1. ‘2. 3.

Choose your medical contribution for each month — oaly ons chaice is allowed.
Gontribution option 1: Traditional option — Group will contribute (50% to 100%): 80 % per employes 80 % per depandent {optional).

Contributien option 2: Percentage of plan option — Group will contribute: 75 % to POS Plan plan.
Contributien option 3: Flat rate per month optior — Group will make a once-a-manth contribution of §

For CDHP Accounts (HSA/HRA) plans:

Group will establish HSA/HRA with BCBSGa facilitaling with & kanking services provider,
HSA/HRA banking services provider: Health Equity
] Group will establish HSA/HRA hut does not want BCBSAa to facilitate in the creation of the account,

if COHP plan is elected, is employer funding all/part of the member's deductible? [1Yes [INo

If deviating from standard benefits in plan, please provide specific henefit change requests:

2. Dental Coverage — Please list the sefected product name

Produci name
L ¥ 3,
|
Choose your dental contribution for each month
% per empioyee % per depandent (optignal)  Flat rate option: $

Will the coverage period for deductibles and maximums match the medical coverage? [lYes [lNo
If no, piease provide coverage period {calendar or plan year):

Will ortho benefits terminate at the end of the manth of dependent’s 19th birthday? ClYes [1No

3. Vision Coverage - Please list the selected product name

Product name
i} 2, 3.

Choose your visien centribution for each month
Y% per employee % per dependent (optienal}  Flat rate option: §

2ofd



Group ro.
G.A 9. 47 2

4. life and Disability Coverage - check all that apply.

Life Products Disahility Pradeects
Choose Life Product and Group Contribution Percentage: Choose Disability Product and Group Contribution Percentage:
None Nane
[IBasic Life & AB&D % (I Short Term Disability %
(] Basic Dependent Life % [TLong Term Disability %
(I Optional SupplementalfVoluntary Life and AD&D* % [ Voluntary Short Term Disability* %
[} Dptionat Supplemental/Voluntary Dependent Life* % L] Voluntary Long Term Disability* %

Do employees need to be enrolled in the group's medical plan to be eligible for Life/Disability benefits? [iYes [INo

ST0 henafits for employees eligible for state disahility plans in CA, HI, N3, NY, PR or RI will be integrated with the state mandated program in that state. The voluime
calculated for monthly premium will be based on the total benefit amount, and not reduced by the state mandated bengfit.

Life and/or Disability Prebationary Periotd/Waiting Peried

Would you like to waive the probationary period/eligibiity waiting period for ALL existing employees at intitéal group envollment? [ives [INo

Is the eligibility waiting period for new eligible employees enrolling in Life and/for Disability plans after the group’s coverage effective date the same as the
BCBSGa medical policy eligibility periad? [1Yes [INo

If o, enter the Life and Disability eligihility probationary period betow.

Coverage description
(Ex. Life, Short Term Disability, Description of eligibility probationary period
Class numhber Lang Term Disahility, etc.; (Ex. Date of hire, First of month following 60 days of contingous emptoyment, ete.)

Eligible employees must be actively at work, and must satisfy any applicable waiting period. Minimum work hours required for eligible emplayees is 30 hours
per week unless otherwise indicated.

Prior Coverage

Has this group had life and/or disability coverage within 30 days of this application’s signature date? Clves [No

Wili this ptan replace current If yes, carrier name Termination date

Life coverage Clves [No

Disablity coverage [1Yes [lNao

3of§



Group na.
G A 9 472

Not Actively At Work Requirements for Life & Disability Products

The employees listed below are not presently actively-at-work and/or are not expected to be actively-at-work on the requested group effective date.

Greater Georgia Life Insurance Company (GGL) may make an exception and assume liahility, subject to Underwriting approval, for certain employees.

Unless this exception is applied for and granted as indicated below, they will not be cavered until they return to active work. To qualify for this exception, the
following conditions must all be satisfied. 1) The employee’s absence must be due to illness or injury. 2) The employee must be covered by the prior carrier on
the day immediately prior to GGL's effective date of coverage for your group. 3) The employee must not be eligible to have coverage continued or extended by
the prior carrier after that policy/cantract terminates. In no event will the actively-at work requirement be waived for coverage which provides benefits due to
total disability, such as short term disability, waiver of premium or extension of benefits. In no event will any increase in coverage or any additional coverage
become effective until the employee returns to work. Coverage approved below will end when your group's coverage under GGL's policy ends or at the end of
any time period shown below, whichever occurs first. (Attach additional sheet if necessary.)

Request Waiver
Amount of Last date Reason not Date expected | Insured by | actively at request Underwriter
Employee name insurance Date of birth worked working toreturn prior carrier| work waiver| appraved approval

OYes | OYes | [Yes
[CINo [CINo CINo

[(ves | Clyes | [Jves
CIna [CINo CIno

[ves | Clyes | [lYes
I No [1No LINo

Section C: Eligibility

1. Total number of employees 8. Will coverage be restricted to a certain classification
(including employed owners/officers): 187 of employees or employees working a certain number
2. Number of eligible full-time employees of hours per week? Yes [INo
(minimum 30 hours per week): 187 If yes, please explain what class(es) or number of
3. Are part-time employees to be covered? ClYes [INo L:S;;kigofg 2I;°Bt:.188qu|’i:zifT#ESIi ieaast l;f;\fg gfit'_:;)
If yes, number of part-time employees: — | 9. Probationary period/waiting period for eligible enrollees:
Number of eligible part-time: [INone First of month after hire date (11 month
Number of enrolled part-time: (J30days [J2months  [J60days 190 days
4. Are retirees to be covered? [IYes [/INo |10, New eligible enrollees will become effective on:
If yes, number of retirees over the age of 65: Day following completion of waiting period/probationary periods
under the age of 65; (required for selection of 90 day waiting period)
5. Number of employees enrolling in: LIFirst uf month fqllowing completion of waiting period/
Medical: 187 Dental: Prafiatioriey period
Vislon: Life/ Disability: 11. Total number of employees in employee waiting period:

12. Do you wish to offer coverage for domestic partners?  [IYes No
13. Total number of COBRA participants:

14. Will BCBSGa be administering COBRA? [VlYes [INo
15. ERISA qualified? LYes No

16. Employee termination effective date:
End of month  [1End of day

6. Number of employees currently enrolled in health plan: 187
7. Number of eligible DECLINING employees:

Section D: Signature — Required

The proposed Effective Date of the Group Master Contract or Amendment, if issued, is 12:01 a.m. (Eastern Time) on
the 1st  day of July (month), 2017 (year).

The first Contract anniversary date shall be on the 1 day of January (month), 2018 (year) whether or not the two dates are
separated by twelve (12) months. The Group Master Contract or Amendment, if issued shall remain in force unless terminated in accordance with the terms of
the Group Master Contract or Amendment. The premium due date shall be the first of each month.

Signature of gfployer'sAuthorized representative Printed name of employer's authorized representative Date (MM/DD/YYYY)

X clo CLA—-e/é W.'//i s ) Z,:C/wo.fais' O6AO Loy |7

4ofs




Graup no.
G A 9.4.7 2

Section E: Agent/Producer/Broker Certifieation

1. t'am not aware of any information not disciosed by the client in this application that may have bearing an this risk.

2. I'have not completed any of the information contained in the application excent with the permission of the applicant and as noted by my initials and date on
the application.

3. I'have not signed any of the applications for an employer representative or individual applicant. I after submission of this application, | request any
additions or changes to any of the abeve information, { will de so only with the written censent of the applicant, and | autharize BCBSGa to attribute such
additions or changes to me.

4. Ihave advised the emplayer that a failure to provide complete and accurate information may result in a foss of coverage retroactive te the effective date
of coverage or re-rating of the employer's premium refroactive ta the caverage effective date and that coverage shall not be effective until BUBSGa reviews
and appreved the application and the employer receives a written notice from BEBSGa.

5. |'am the appointed agent/broker and am recelving commissions for the submission of this client. No portion of my commission payments from BCBSGa shall
ke paid to an agent/broker/producer not appointed/approved by BCBSGa,

B. thave advised the cllent not to terminate any existing ceverage until receiving written notification from BGBSGa that the coverage being applied for by this
application is accepted.

Are commissions paid to the agent or agency? [1Agent [ ]Agency

Writing payable/sub-agent/producerfbroker Second writing payable/sub-agent/producer/broker
Split commissien percentages: Medical: O % Dental: % | Split commission percentages: Madical: % Dental: %
Agancy name Agency ID no. Agency name Agency 1D no.
Agent/producer/broker name Agent I no, Agent/producer/broker name Agent 10 ag,
Commissions paid to Tax 1D (must match designation abave) Commissions paid to Tax 1D (must match designation abova)
Agent/praducer/broker street addrass Agent/producer/broker street address
City State | ZIP code City State | ZIP code
Agent/producer/broker phang no. Agent/producer/broker phang no.
Agent/producer/broker emall address Agent/producarfbroker amail address
Signature Date (MM/DD/YYYY) Signature Date (MM/DD/YYYY)
For General Agent/Producer/Broker use onfy
General agent/producer/broker name Agent/producer/broker iD no.
Sireet address City State | ZIP coda
Sales Representative
Sales representative name Sates representative 1B no.
Tarsha Johnson 2059

BCBSGA USE ONLY
Group no. PEPM: Funding type changa? LlYes [iNo

Commission fates for: Platformchange?  [Tves [lno
Medical: Life: [f yas, what was the prior group number?

Nental; Vision;

5ot
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City of South Fulton Version 7
EyeMed Select Plan G, Fixed Fee

Mixed Contribution

Option 2

EyeMed Vision Care in conjunction with Fidelity Security Life Insurance Company

Vision Care Services Member CostiInzNetwork
Exam with Dilation as Necessary $0 Copay $50
Retinal Imaging Benefit Up to $39 N/A

Exam Options:

Standard Contact Lens Fit and Follow-Up: Up to 540 N/A
Premium Contact Lens Fit and Follow-Up: 10% off Retail Price N/A

Frames, Lens & Options Package:
(Any trame, lens and lens options available at provider $200 Allowance for frame, lens and lens options, 20% off balance over $200 $100

location. }

Contact Lenses
(Includes materials only)

Conventional $0 Copay; $200 allowance, 15% off balance over $200 5160
Disposable 50 Copay; $200 allowance, plus balance over $200 5160
Medically Necessary 50 Copay, Paid-in-Full 5210
Laser Vision Correction

Lasik or PRK from U.S. Laser Network 15% off Retail Price or 5% off promotional price N/A
Additional Pairs Benefit: Members also receive a 40% discount off complete pair eyeglass purchases and a 15% discount N/A

off conventional contact lenses once the funded benefit has been used.

Frequency:

Examination Once every 12 months
Frame & Lenses or Contact Lenses Once every 12 months
Monthly Rate

Subscriber $10.17
Subscriber + 1 $19.31
Subscriber + Family $28.36

All plans are based on a 30 month contract term and a 30 month rate guarantee
Premium is subject to adjustment even during a rate guarantee period in the event of any of the following events: changes in benefits, employee contributions, the number of eligible employees, or the imposition
of any new taxes, fees or assessments by Federal or State regulatory agencies

* Member Reimbursement Out-of-Network will be the lesser of the listed amount or the member”s actual cost from the out-of-network provider. In certain states members may be required to pay the full retail rate and not
the negotiated discount rate with certain participating providers. Please see EyeMed’s online provider locator to determine which participating providers have agreed to the discounted rate

Additional Discounts:

Member receives a 20% discount on itemns not covered by the plan at network Providers. Discount does not apply to EyeMed Provider’s professional services, or contact lenses, Plan discounts cannot be
combined with any other discounts or promotional offers. Services or materials provided by any other group benefit plan providing vision care may not be covered.

Members also receive 15% off retail price or 5% off promotional price for Lasik or PRK from the US Laser Network, owned and operated by LCA Vision.

After initial purchase, replacement contact lenses may be obtained via the Internet at substantial savings and mailed directly to the member. Details are available at wwaw.eyemedvisioncare.com.
The contact lens benefit allowance is not applicable to this service.

Benefit Allowances provide no remaining balance for future use within the same Benefit Frequency.

Certain brand name Vision Materials in which the manufacturer imposes a no-discount practice.

Rates are valid only when the quoted plan is the sole stand-alone vision plan offered by the group

Rates are valid for groups domiciled in the State of GA,

Fees quoted will be valid until the 7/1/2017 plan implementation date. Date quoted: 6/9/2017.

Rates assume Mixed

Insured Plans are underwritten by Fidelity Security Life Insurance Company of Kansas City, Missouri, except in New York

Policy number YC-19/¥C-20, form number M-9083

Plan Exclusions:

1) Orthoptic or vision training, subnormal vision aids and any associated supplemental testing; Aniseikonic lenses; 2) Medical and/or surgical treatment of the eye, eyes or supporting structures;
3) Any eye or Vision Examination, or any corrective eyewear required by a Policyholder as a condition of employment; Safety eyewear

4) Services provided as a result of any Workers’ Compensation law, or similar legislation, or required by any gavernmental agency or program whether federal, state or subdivisions thereof;

5) Plano (non-prescription) lenses and/or contact lenses; 6} Non-prescription sunglasses; 7) Two pair of glasses in lieu of bifocals;

8) Services rendered after the date an Insured Person ceases to be covered under the Policy, except when Vision Materials ordered before coverage ended are delivered,

and the services rendered to the Insured Person are within 31 days from the date of such order; 9) Services or materials provided by any other group benefit plan providing vision care;

10) Lost or broken lenses, frames, glasses, or contact lenses will not be replaced except in the next Benefit Frequency when Vision Materials would next become available.

If City of South Fllton J[{as\chosen this benefit design, sign here:

TCO

o/ 30/ ot ]

Signature Date




Application for Vision Care Benefits

Underwritten by Fidelity Security Life Insurance Company
Kansas City, Missouri

GROUP INFORMATION

Group Name: CITY OF SOUTH FULTON GEORGIA Tax [D#  82-137484
DBA Name (If other than above);
Business Address: 5440 FULTON INDUSTRIAL BLVD SW City  ATLANTA State: GA ZIP: 30336
Mailing Address: 9440 FULTON INDUSTRIAL BLVD SW City ATLANTA State: GA Zip: 30336
Primary Contact: ZINA COOPER Title: HUMAN RESOURCES MANAGER
Phone Number: (470) 809-7722 Fax Number: ()
E-mail Address: ZINA.COOPER@CITYOFSOUTHFULTONGA.GOV
Type of Business: i Proprietorship i Gorporation B Other (Specify): CITY GOVERNMENT
Service Area: _{National (United States — does not include Puerto Rico) B State Specific (Lisf) GEORGIA
PLEASE NOTE THE FOLLOWING TYPE BUSINESSES REQUIRE PRIOR CARRIER APPROVAL:

MEWA {PEO 'Trust i Union

If any subsidiary or affiliated companies are to be insured or any Employees/Members are working at a location other
than the business address above, please explain.

Billing Contact Name: FELICIA JOHNSON Fhone: (470) 809-7708

Billing Address: 5440 FULTON INDUSTRIAL BLVD SW City:  ATLANTA State: GA ZIp: 30336

If you have subsidiaries, affiliated companies, or divisions who use another name and will be covered by this plan,
AND require separate billing invoices, piease attach the following information on a separate sheet of paper signed by
you: « Name * Address * Billing Contact & Phone Number

Wit this plan replace any existing coverage? Yes M. No

If “Yes,” indicate name of existing insurer:

Name:
If "Yes," are any Employees/Members on COBRA continuation? _Yes  :No How many?
Do you intend to offer Employees/Members COBRA continuation? ~ Yes  [No

PLAN SELECTION

Please refer to the attached proposal page. Services are provided hy EyeMed Vision Care.

PREMIUMS

Group's Premium Contribution for*:  Employees/Members: 60 %  Dependents: 60 %
Employee's/Member's Premium Contribution for:  Employees/Members: 40 %  Dependents: 40 9%
Are Employee/Member and Dependent premiums paid through a Section 125 Plan? iYes liNo

Are Employee/Member and Dependent premiums collected via payroll deduction? B Yes No

Premiums shall be payable at the rates included on the attached proposal page.

*If the Group’s contribution percentage is changed or the number of eligible Employees/Members increases or
decreases, premium may be adjusted as allowed under the Policy. The premium may be adjusted at the end of the
calendar month in which the change occurred.

(Georgia)
M-9083/M-9093
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V. ELIGIBILITY
Number of Employees/Members: 200 Number Applying:
Number of Dependents: Number of Retirees: 0
Are Domestic Parthers covered under this Plan™? B Yes No
Same Sex*? B Yes [No Opposite Sex*? BiYes No
Dependent Children Covered to Age™ 19 23 B 26 | Other
Dependent Children Covered if Full-Time Student*? B yes No
If “Yes,” Dependent Full-Time Students Covered to Age*: K 26 127 | Other
*Unless state law has different requirements.
*Dependent Children covered to age 26 regardless of financial dependency, residency, student status or marital
status.
Eligibility Reporting Contact {produces the eligibility file): ~ Zina Cooper
Address (if different from Group):
City: State: ZIP;
E-mait Address: Phone: { ) Fax: { )
Eligibility Authorization Contact {Benefits Administrator or Third Party Administrator responsible for verifying vision
election for Employees/Members):
Name: Zina Cooper Phone: (470y 809-7722
Days/Hours of Availability: M-F 8 am-5 pm E-mail Address: zina.cooper@cityofsouthiultonga.gov
PROBATIONARY PERIQD
For New Employees/Members: i30 days 160 days 190 days ‘180 days M Other none
Probationary Period is waived for present Employees/Members: BliYes No
Number of Employees/Members who have not yet completed the probationary period: 0
V. EFFECTIVE DATE

This plan will hecome effective at 12:01 a.m. Local Time af the Group’s address herein, on the first day of
July 1 20 17 | provided all of the following have been completed prior to this effective date:

1

A.  This application has been received and accepted by the Company {(must be submitted 30 days in advance of
the effective date).

B. EyeMed has been furnished a working file of all eligible Employees/Members, according to the layout
guidelines. It is understood and agreed that EyeMed may rely on this information fo provide services to
individuals designated as eligible.




The Group hereby makes application to Fidelity Security Life Insurance Company for Vision Care Benefits. The
Group agrees to maintain and furnish any records necessary to administer this plan and to forward premiums
monthly.

The Group certifies that all the information shown on this application and any attachments are correct and complete
as of the date this application is signed. The Group understands that the Company intends to rely on this information
in determining whether or not the enrolling Employees/Members and their Dependents may become insured. It is
further understood and agreed that NO INSURANCE WILL BECOME EFFECTIVE UNTIL APPROVED BY THE
COMPANY:; and that no field representative of the Company has the authority to modify any conditions of the
application or the Policy by making any promise or representation. It is understood that the insurance as to any
Employee/Member will not become effective on the date insurance should otherwise become effective if he or she is
not at work on such date performing all duties of his or her occupation and otherwise meets the requirements of the
Company.

Any person who, with intent to defraud or knowing that he or she is facilitating a fraud against an insurer,
submits an application or files a claim containing a false or deceptive statement is guilty of insurance fraud.

Dated at: 2 this day of , 20

Signed for the Group: P \. éﬁgﬁ ég‘. ) et :/_g Title: /}/)/4{?/0/?)

VI.

COMPANY DISPLAY NAME (Your Group name as it should appear to your employees)
Company Name CITY OF SOUTH FULTON GEORGIA
(Maximum of 30 characters, including punctuation and spacing.)

ATTENTION: THE DEPARTMENT OF INSURANCE REQUIRES THAT ONLY
THE BROKER AND/OR GENERAL AGENT WHO SOLD THE PRODUCT AND HOLDS A VALID
LIFE AND HEALTH LICENSE MAY COMPLETE THE CERTIFYING STATEMENT

WRITING BROKER’S CERTIFYING STATEMENT
| certify that | have accurately recorded on this application the information supplied by the applicant, if such

information has been provided directly to me for recording purposes, and | am properly licensed in the state in which
the Group is domiciled.

Firm Name (print): Tax ID No.:

Broker's Name (print): SS#:

Address: City: State: ZIP:
Phone: () Fax: ()

Primary Contact: Secondary Contact:

Title: Title:

E-mail Address: E-mail Address:

Commission checks payable to; Firm Broker

Broker's Signature: P




WRITING GENERAL AGENT’S CERTIFYING STATEMENT

| certify that | have accurately recorded on this application the information supplied by the applicant, if such
information has been provided directly to me for recording purposes, and | am properly licensed in the state in which
the Group is domiciled.

Firm Name {print): Tax ID No.:

General Agent’s Name (print): SS#:

Address: City: State: ZIP:
Phone: () Fax: ()

Primary Contact: Secondary Contact:

Title: Title:

E-mail Address: E-mait Address:

Commission checks payable to: ‘Firm  General Agent

General Agent's Signature: b
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